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Current research suggests that parents who experience symptoms of trauma transfer distress to 
their children. The purpose of this study was to understand the possible moderating effect of 
mothers’ parenting style on this relationship for adolescents. This study differs from much of the 
existing literature in that the adolescents themselves are the reporters of their own well-being. 
The level of maternal trauma, use of parenting styles, and adolescent depression were examined 
for a clinical sample of 113 mothers and adolescent dyads. Results indicate that mothers who ex-
perience high levels of trauma symptoms are more likely to parent using authoritarian or permis-
sive behaviors. Although mother’s level of trauma alone was not related to adolescent’s depres-
sion, an interaction was found such that mothers experiencing high levels of trauma symptoms 
who parented with an authoritarian style had adolescents who experienced more depression than 
those whose mothers were less authoritarian. These findings are discussed in light of the larger 
literature on “secondary trauma”, or the transfer of distress, which often focuses on young child-
ren, with mothers as the reporters of both their own and their children’s functioning. Clinical im-
plications are also considered. 
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Children are often negatively affected when mothers exhibit symptoms of trauma (Matsakis, 2004). This transfer 
of distressing symptoms is referred to as secondary trauma and it can be exacerbated when the relationship with 
the traumatized person is one of dependence, as is the relationship between a mother and a child (Catherall, 
2004). Secondary trauma in children is common when mothers experience a range of traumatic events including 




disasters, emotional abuse, interpersonal or community violence, war, or a host of other threatening or destabi-
lizing situations (e.g., Kiser & Black, 2005; Van Ee, Kleber, & Mooren, 2012). Further, the more extensive a 
mother’s trauma history is, the greater the negative outcomes for the child are (Thanker, Coffino, & Lieberman, 
2013), and maternal trauma has a negative added impact on children, even when the children have experienced 
trauma themselves (Dulmus & Wodarski, 2000). Negative child outcomes from maternal trauma include prob-
lems with attachment, lower school performance, poor social functioning, and a higher incidence of being diag-
nosed with child disorders such as conduct disorder or attention deficit hyperactivity disorder (Rossman, 1999). 
Many factors may moderate or protect against the impact of maternal trauma, including the mental health of 
the other parent, the stability of the spousal relationship, and the support of the family’s community (Garbarino, 
Bradshaw, & Kostelny, 2005). One possible moderator that has received considerable attention is parenting, or 
the characteristics of interactions between a mother and a child. The majority of empirical evidence suggests that 
trauma-related stress negatively impacts the mother-child relationship and may undermine effective parenting 
(Lombardo & Motta, 2008). Kiser & Black (2005) conducted a meta-analysis of the clinical and research litera-
tures addressing the connections between chronic traumatic exposure and family processes, specifically focusing 
on low-income urban families, and found that mothers exposed to high levels of trauma more consistently en-
gaged in parenting characterized by insensitivity, reactivity, harshness, and lack of responsiveness. More re-
cently, Van Ee & colleagues (2012) found that for mothers experiencing war-related trauma, higher levels of 
post-traumatic stress symptoms were related to less emotional availability to their infants and young children. 
While several studies have documented the impact of maternal trauma on certain parenting behavior, and 
subsequently, child’s well-being, few studies have examined the moderating effects of parenting style, per se. 
Parenting style refers to a systematic pattern of parenting practices that encompass a parent’s overall approach to 
responsiveness and control (Maccoby & Martin, 1983). In her seminal work on parents’ interaction with their 
preschoolers, Diana Baumrind (1971) revealed three prototypical parenting styles: authoritative, authoritarian, 
and permissive. Authoritative parenting involves high levels of parental acceptance and involvement, adaptive 
control techniques, and granting age-appropriate autonomy to children. In contrast, authoritarian parenting is 
characterized by low acceptance and involvement, coercive control, and low autonomy granting, while permis-
sive parenting is characterized by inappropriately high levels of indulgence and involvement, low control, and 
developmentally inappropriate autonomy granting. Baumrind’s findings and those of others who extended her 
work consistently find that authoritative parenting is the most effective parenting strategy and is associated with 
a wide range of positive outcomes for children (Berk, 2005). Further, an authoritative parenting style has also 
been linked to high levels of child resilience, or protecting the child from negative impacts of family stress or 
hardship (Pettit, Bates, & Dodge, 1997). Therefore, it is possible that children may be protected from the nega-
tive impact of maternal trauma when mothers are able to engage in authoritative parenting. 
However, a review of the literature on the intergenerational effects of trauma (Kaitz et al., 2009) illuminates 
how difficult it may be for mothers who have experienced high levels of trauma to engage in authoritative pa-
renting. While not examining the three parenting styles by name, Kaitz and her colleagues describe compilations 
of parenting practices analogous to Baumrind’s parenting styles. The authors summarize studies indicating that 
mothers who are affectively disturbed by trauma or who are highly symptomatic of posttraumatic stress are una-
ble to provide sensitive guidance, regulation, or fun during encounters with their children. They explain these 
parenting challenges with evidence from literature concerning maternal depression and anxiety. In particular, 
mothers’ interactions with their children are disrupted by the traumatic experience such that depressed mothers 
are unable to accurately appraise and respond to their children’s needs. This disconnect may result in the mother 
being unaware of her child’s needs and not making appropriate demands or providing appropriate control for the 
child. This withdrawn stance, typical of the permissive parenting style, may be useful for mothers, as it can pro-
tect traumatized mothers from further distressing emotional arousal. Kaitz and colleagues also conclude that 
some mothers respond to trauma by exaggerating their responsiveness to children, resulting in an overly control-
ling manner of interaction. These parenting behaviors align with the authoritarian style. 
In order to further our understanding of factors that may protect children from the deleterious effects of ma-
ternal trauma, the current study will examine the moderating effects of parenting style. Additionally, while the 
bulk of the research on maternal trauma and parent-child interaction has looked at school age children with mo- 
thers being the reporters of child outcomes (e.g., Wyman et al., 1999), we will focus on the potential moderating 
effects of parenting style on adolescent children, with the adolescents themselves as reporters of their well-being. 
Thus, the present study addresses three questions. First, do adolescents report higher levels of depression when 




their mothers report the experience of trauma symptoms? Second, are mothers who report symptoms of trauma 
more likely to engage in a particular parenting style? And third, do mothers’ styles of parenting serve as a mod-
erator between maternal trauma symptoms and their adolescents’ experience of depression? 
2. Methods 
2.1. Sample 
The data for this study were collected from 113 families seeking mental health therapy at a university based 
family therapy clinic in the eastern US. Families were selected for participation in the present study based on 
several requirements. First, the therapy treatment unit was a family which included one mother and at least one 
child between the ages of 12 and 18. If more than one child in the appropriate age group was present for therapy, 
selection of the child participant alternated between the oldest and youngest child present. 
Mothers’ (n = 113) mean age was 41, with ages ranging from 29 to 54 years old. Sixty-two mothers self- 
identified as African American (54.9%), 25 as White (22.1%), 12 as Hispanic (10.6%), 2 as Asian/Pacific Islan-
der (1.8%), and 12 as other/multiracial (10.6%). Thirty-one mothers were married and living with their partners 
(27.4%), 15 were cohabiting (13.3%), 44 were separated, divorced, or widowed (38.9%), and 20 were single 
(17.7%). Three mothers did not report their relationship status. Mothers had between 1 and 6 children living at 
home with them, with an average of 2.3 children. Thirty mothers reported having at least one child not living in 
their home. Many mothers held college degrees (n = 38) or had attended college (n = 39). Their incomes ranged 
from $0 to $160,000, with a mean of $34,244. 
Of the 113 children, 65 were female (57.5%) and 48 were male (42.5%), with ages ranging from 12 to 18, (M 
= 14.7). Sixty-six children self-identified as African American (58.4%), 20 as White (17.7%), 8 as Hispanic 
(7.1%), 1 as Asian/Pacific Islander (9%), and 18 as other/multiracial (15.9%). 
2.2. Procedure 
Each family in the study initiated therapy services by first calling the clinic and completing an intake interview 
over the telephone. The intake worker gathered information such as the presenting problem, demographic in-
formation, and family structure. The assigned therapist contacted the family by telephone and explained that the 
first session would involve paperwork assessments and that this initial session would be free of charge. 
During the first session, all present family members 12 years of age and older signed an informed consent 
agreement and completed the entire questionnaire battery, which assessed variables such as depression, trauma 
symptoms, relationship styles, issues of family conflict, family and social support, drug and alcohol use, rela-
tionship distress, and parenting practices. Of these, the Trauma Symptom Inventory, Parenting Practices Ques-
tionnaire, and Beck Depression Inventory were used for the purposes of this study. 
3. Measures 
Trauma Symptom Inventory. Mothers’ experience of trauma was assessed using the Trauma Symptom Inven-
tory (TSI; Briere, 1995). The TSI was created for use in clinical settings to assess the experience and severity of 
trauma-related symptoms. The original 100 item TSI has 13 subscales, three validity scales, and ten clinical 
scales. However, due to the extensive battery of assessments required of new clients, the clinic administers a 
shortened version of the TSI, which includes 42 items and five clinical scales; intrusive experiences, defensive 
avoidance, dissociation, anger/irritability, and anxious arousal. These five scales correspond to the five DSM-IV 
diagnostic criteria for PTSD. The TSI outcome data have been normed to the general population (men and wo- 
men, 18 years and older), and university, clinical, and U.S. Navy recruit samples. Race accounted for only 2% to 
3% of the variance on the TSI scales; therefore, Briere (1995) recommends that the TSI clinical scales not be 
adjusted for race. 
Respondents are instructed to answer each question based on how often in the past six months each symptom 
was experienced, ranging from 0 “Never” to 3 “Often”. The raw scores for each subscale are totaled, converted 
to T scores, and then compared to normative T scores. Higher total raw and T scores generally indicate greater 
degrees of symptomology, with a total T score above 65 considered clinically significant (Briere, 1995). The 
five clinical subscales used on the clinic’s abbreviated version are internally consistent (mean alpha coefficients 
range from .84 to .87) and have sufficient convergent and predictive validity (predicting PTSD status in over 90% 




of the cases). Also, the TSI has high incremental validity, meaning its scores predicted the “victimization va-
riance” beyond what was accounted for by other trauma symptom measures (Briere, 1995: p. 43). 
Parenting Practices Questionnaire. In order to measure the mother’s parenting style, the Parenting Practices 
Questionnaire (PPQ; Coolahan, 1997) was used. There are 62 items on the PPQ, which cluster on three parent-
ing styles: authoritarian, authoritative, and permissive. The authoritative parenting scale consists of 27 items that 
measure dimensions of warmth, reasoning/induction, good natured/easy going, and democratic. The authorita-
rian parenting scale consists of 20 items along four dimensions of verbal hostility, corporal punishment, non-
reasoning/punitive, and directiveness. Finally, the permissive parenting scale consists of 15 items that emphasize 
lack of follow through, ignoring misbehavior, and lack of parenting self-confidence. 
The PPQ instructs the participant to select the response that best indicates how often certain parenting beha-
viors are performed. The participant answers on a Likert-type scale that ranges from 1 “Never”, to 3 “About half 
the time”, to 5 “Always”. Respondents receive scores on each of the three parenting scales. The three parenting 
style scales are internally consistent, with Cronbach alphas of .87, .74, and .77 for the authoritative, authoritarian, 
and permissive parenting scales respectively. The PPQ has also been shown to have good construct validity, 
with 93% of items loading on only one of the three dimensions (Coolahan, 1997). 
Beck Depression Inventory. In order to measure a child’s report of depression, the Beck Depression Inven-
tory (BDI; Beck, Rush, Shaw, & Emery, 1979) was used. The BDI consists of 21 items that describe the symp-
toms and attitudes typically expressed by depressed individuals. It is proven as a reliable measure, with good in-
ternal consistency (mean coefficient alpha = .86) and stability (correlation coefficients between .48 and .86). The 
BDI also has excellent content, concurrent, discriminate, construct, and factorial validity. Scores on the BDI are 
related to suicidal ideation, alcoholism, and adjustment disorders, and they discriminate from anxiety disorders 
(Beck, Steer, & Garbin, 1988). 
The BDI begins with instructions for the participant to rate his or her feelings in the past week. Each response 
is reported on a Likert-type scale that ranges from 0 to 3, where higher scores indicate more severe depression 
symptoms. Responses to the 21 items are summed for a total BDI score. The total score indicates level of de-
pression: scores less than 10 indicate none to minimal depression, scores 10 - 18 indicate mild to moderate de-
pression, score 19 - 29 indicate moderate to severe depression, and scores 30 - 63 indicate severe depression. 
Scores above 15 are considered clinically significant (Beck, 1996). Although the BDI was developed for use on 
adult populations, it is accurate in detecting depression among adolescents ages 13 to 18 (Sitarenios & Kovacs, 
1999). 
4. Results 
The present study was designed to examine the relation between maternal trauma symptoms and adolescent de-
pression, as well as examine the moderating effect of parenting styles. 
For the first question regarding the relation between mother’s level of trauma symptoms and her child’s level 
of psychological distress, a Pearson correlation was conducted. Contrary to expectations, the results indicated 
no significant relationship between mother’s level of trauma and child’s level of depression, r(113) = .08, p 
= .38. 
For the second study question, three Pearson correlations were conducted to test the relations between moth-
er’s level of trauma symptoms and her use of each parenting style. Results differed by parenting style. Mother’s 
level of trauma symptoms and her level of authoritative parenting behaviors were not significantly correlated, 
r(113) = –.07, p = .50. However, mother’s level of trauma symptoms and her level of authoritarian, r(113) = .25, 
p < .01, and permissive, r(113) = .45, p < .01, parenting behaviors were significantly positively correlated. 
Mothers who experience higher levels of trauma symptoms were more likely to use authoritarian and permissive 
parenting behaviors than mothers who experience lower levels of trauma symptoms. 
Three step-wise multiple regressions, one for each parenting style, were conducted to test the third study ques- 
tion investigating the moderating effect of parenting style. For each regression, an interaction variable was creat- 
ed by multiplying mother’s level of trauma symptoms with her respective level of parenting behaviors on au-
thoritative parenting, authoritarian parenting, and permissive parenting scores. The level of child depression was 
the dependent variable. Maternal level of trauma was entered first, the parenting style was entered second, and 
each interaction variable was entered third. As can be seen in Table 1 and Table 2, there was no moderating ef-
fect for authoritative or permissive parenting. However, a significant moderating effect was found for authorita-
rian parenting, as shown in Table 3. 




In order to understand the direction of the moderating effects for authoritarian parenting, children’s depres-
sion means were examined under conditions of high and low maternal trauma and authoritarian parenting. For 
these analyses, the level of maternal trauma symptoms was divided in two categories based on a median split 
between “low scores” (a score of 0 - 39) and “high scores” (a score of 40 - 121). The level of authoritarian pa-
renting were also divided in two categories based on a median split between “low scores” (25 - 43) and “high 
scores” (44 - 82). As can be seen in Table 4, under conditions of low maternal trauma, mother’s use of authori-
tarian parenting strategies does not appear to affect child depression. The effect does seem to be evident, how-
ever, under conditions of high trauma. Mothers experiencing high levels of trauma symptoms who parent with a 
high use of authoritarian behaviors have children who experience more depression than those whose mothers 
who use low levels of authoritarian behaviors. 
 
Table 1. Mother trauma (TSI) and authoritative parenting. 
 Standardized Coefficient   
Variable Beta t Sig. 
Trauma –.39 –.51 .61 
Authoritative Parenting –.14 –.70 .49 
Trauma × Authoritative Parenting .49 .62 .53 
 
Table 2. Mother trauma (TSI) and permissive parenting. 
 Standardized Coefficient   
Variable Beta t Sig. 
Trauma .43 1.29 .20 
Permissive Parenting –.05 –.29 .78 
Trauma × Permissive –.35 –.83 .40 
 
Table 3. Mother trauma (TSI) and authoritarian parenting. 
 Standardized Coefficient   
Variable Beta t Sig. 
Trauma –.64 –1.72 .09 
Authoritarian Parenting –.14 –.81 .42 
Trauma × Authoritarian .82 1.91 .05* 
*p = .05. 
 
Table 4. Children’s depression (BDI) scores for low and high maternal trauma and authorita-
rian parenting. 
 Low Authoritarian High Authoritarian 
Low Maternal Trauma 10.90 10.18 
High Maternal Trauma 9.34 13.30 
5. Discussion 
The purpose of this study was to investigate the impact of symptoms resulting from maternal experience of trau- 
ma on parenting styles and adolescent depression. Previous research shows a transfer of distress from trauma-
tized mothers to their children, and a deleterious effect of trauma on mother’s parenting (Dulmus & Wodarski, 
2000; Kaitz et al., 2009). 




The current study both aligns with and differs from previous research on the complex relationships between 
maternal trauma, parenting behaviors, and child psychological distress. One of the most interesting differences 
in the findings of this study is that it did not replicate findings of secondary trauma in children of mothers who 
experience high levels of trauma symptoms. A possible explanation for this finding is the use of adolescent par-
ticipants. Much of the literature that documents secondary trauma in children uses samples of children younger 
than age 12. It is possible that adolescents are better protected from their parent’s trauma symptoms than younger 
children, due to their more developed coping skills and support systems, such as peers or other significant  
adults such as a teachers or coaches. Younger children are more likely than adolescents to be dependent on and 
to spend time with their mothers. Thus, they may be more vulnerable to the transfer of distress. Additionally, 
adolescents are at a more advanced level of cognitive processing and may be able to better reason and under-
stand their parent’s trauma in a way that protects them from a transfer of distress. It is also possible that adoles-
cents who are negatively impacted by their parent’s trauma symptoms respond in other ways not assessed in the 
current study. For example, adolescents may respond with anger or anti-social behaviors such as substance 
abuse, rather than with symptoms of depression or anxiety. It is also worth noting that the lack of transfer was 
found in a sample in which the adolescents themselves reported on their level of depression. The link between 
maternal trauma and negative outcomes for children is often found in studies in which the mother is the reporter 
of both her own trauma and her child’s well-being. 
Similar to previous research, the current study supported the link between the experience of trauma and less 
than optimal parenting. Mothers in the current study were more likely to use authoritarian or permissive parent-
ing behaviors when they also experienced high levels of trauma symptoms. Furthermore, mothers’ use of autho-
ritarian and use of permissive parenting behaviors were highly correlated. In a secondary analysis, authoritarian 
behaviors and permissive behaviors were significantly positively related, r(111) = .35, p < .01, such that mothers 
who reported high levels of authoritarian behaviors were also likely to report high levels of permissive behaviors. 
Previous research supports the relation that stressed mothers are more likely than non-stressed mothers to be 
generally lenient in their behavioral standards for their children and yet also engage in harsh tactics for control 
(Cummings et al., 2000; Kaitz et al., 2009). The combination of internalizing trauma symptoms, such as depres-
sion and emotional numbing, and externalizing trauma symptoms, such as hyper-arousal and aggression, may 
lead mothers to tend towards the withdrawn behaviors of permissive parenting and the hyper-vigilant behaviors 
of authoritarian parenting. 
While maternal trauma per se did not seem to impact adolescents’ level of depression in the current study, 
how mothers parent through their traumatic symptoms did appear to have an impact. Based on previous research, 
it is not surprising that mothers with trauma symptoms tend to use both authoritarian and permissive parenting 
behaviors, however, it was only the use of an authoritarian parenting style by these mothers that was related to 
adolescent depression. Mothers who experienced higher levels of trauma symptoms and who used higher levels 
of authoritarian parenting had adolescents who experienced higher levels of depression. Authoritarian parenting 
is characterized by high levels of criticism and coercive control and by low levels of warmth and acceptance 
(Baumrind, 1971). Some authors suggest that the authoritarian behaviors of traumatized parents stem from their 
tendency to go to exaggerated lengths to protect their children from the kinds of traumatic experiences they 
themselves encountered (Kaitz et al., 2009). In general, this type of authoritarian behavioral control may lead to 
infantilizing children and restricting their development of autonomy and confident decision making. This may 
explain, in part, why it was this parenting style specifically that was most problematic for adolescents. At the 
time of life when developmentally a child may be attempting to separate from parents and develop more inde-
pendence, the restrictive nature of authoritarian parenting could be most distressing for the adolescent. It is im-
portant to remember, however, that an authoritarian parenting style alone was not related to adolescent depres-
sion. This parenting style had to occur in the presence of high maternal trauma for the effect to be seen. It may 
be that having a restrictive mother who does not demonstrate warmth and who, herself, seems distressed can 
have a debilitating effect on an adolescent. 
When reviewing the findings of this study, limitations should be considered. First, it is possible that the use of 
a convenience clinical sample affected the means of the sample. Although the clinic serves an ethnically and so-
cioeconomically diverse population, the sample may not be representative of the larger population, in that these 
were families who were both experiencing some family problems and were seeking help for the problem. Addi-
tionally, interpretations of the findings need to be made in the correlational context of the study design. Given 
that causal connections cannot be established, it must be acknowledged that the adolescents’ depression could 




have preceded the mothers’ use of authoritarian parenting style or her trauma. 
In spite of these limitations, the current study both adds to the body of knowledge on secondary trauma and 
suggests important avenues to consider as this work moves forward. First, while previous research has estab-
lished that secondary trauma in children is likely when mothers experience trauma, these findings suggest that 
this relationship may be different for adolescents. Due to their potentially more developed cognitive processing 
and coping skills, as well as their increased amount of time spent away from their mothers, it is possible that the 
impact of maternal trauma is less direct for adolescents than it is for younger children. Future studies should 
seek to more clearly understand the potential and mechanisms for secondary trauma in adolescents. Second, us-
ing mothers as reporters of their own trauma and parenting style and adolescents as reporters of their own de-
pression, this study was able to establish a connection between a particular parenting style and adolescent de-
pression under conditions of high maternal trauma. However, given that the direct effect of maternal trauma was 
not found as it has been in previous work where mothers were the reporters of child outcomes, it raises the ques-
tion of who is the optimal reporter of child well-being. It is certainly possible that the disengaged or hypervigi-
lent symptoms of trauma may hinder mothers’ ability to accurately assess their children’s emotional and beha-
vioral states. While younger children may not be capable of providing such information, the findings of this 
study suggest that future work on secondary trauma should consider including the input of additional reporters, 
such as teachers or other non-traumatized parents or care-givers, when examining child outcomes. 
Finally, the results of the present study have implications for clinical practice. Maternal experience of trauma 
is nuanced, as is its impact on parenting behaviors and child well-being, and may be best assessed with a com-
prehensive assessment format (Briere & Scott, 2006). Given that authoritarian parenting behaviors were related 
to higher depression among adolescents under conditions of high maternal trauma, clinicians using psychoedu-
cation could coach mothers to parent through their trauma symptoms in other ways to reduce the transfer of dis-
tress. Clinicians using a comprehensive, systems-oriented framework may facilitate a more meaningful dialogue 
with their clients about their traumatic experiences and how those experiences impact different aspects of their 
life, including parenting behaviors. 
6. Conclusion 
The findings from this study do support the ongoing concern that when parents experience trauma, children may 
suffer too. Identifying the mechanisms through which children are affected and how they may differ based on 
characteristics of both the child and the parent are important as we strive to develop strategies and interventions 
to assist children who may experience secondary trauma. 
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